Síndrome da campânula interna com apresentação precoce
Introduction
Percutaneous endoscopic gastrostomy (PEG) is a widely used method of nutrition delivery for patients with long-term insufficiency of oral food intake, with a high technical success rate [1, 2] . Although generally considered to be a safe procedure, complication rates vary from 0.4 to 22.5% of cases, with minor complications being three times more frequent [2] . Complications that follow this procedure include dislodgement, dysfunction, peristomal infection, and aspiration [3] . The buried bumper syndrome (BBS) is an uncommon and late complication, which can result in gastrointestinal bleeding, perforation, peritonitis, and intra-abdominal or abdominal wall abscesses that can lead to poor outcomes [1, 3] . Although considered a late complication developing months to years after placement, it can also occur in an acute setting (within 30 days after insertion) [1] . These cases are usually considered not suitable for a conservative and endoscopic approach due to the immature stoma tract [1] . We report a case of an early-onset BBS, successfully managed with PEG tube repositioning through the original track, without the need for removal.
Case Report
A 57-year-old male patient with a past medical history of locally advanced squamous cell oropharyngeal carcinoma under adjuvant chemoradiotherapy was submitted to PEG placement (24 Fr, Cook Medical, transnasal endoscopic approach), due to dysphagia and poor nutritional status. The placement was made by the Ponsky method, without immediate complications, and the external bumper was at 10 mm from the skin surface. One week after the procedure, the patient presented to the emergency department with peristomal leakage. On examination, stoma showed no signs of infection, but the external bumper was more than 1 cm from the skin surface. Adjustment of the external bumper was performed and the patient was discharged. One week later, the patient was readmitted because of abdominal pain and persistent peristomal leakage, exacerbated by food infusion through the tube. Laboratory examination showed 2,000 white blood cells/µL (72% neutrophils) and an elevated C-reactive protein level (142.5 mg/L). On examination, the stoma showed signs of infection and peristomal leakage with a newly formed cavity within the abdominal wall filled with feeding content (Fig. 1 ) and the internal bumper was juxtaposed to the skin surface under the cavity. Flushing the tube with water exacerbated the patient complaints. Given the previous difficult endoscopic approach at PEG placement and the patient being reluctant to endoscopy performance, a less invasive procedure was attempted. A guide wire was first passed through the PEG tube into the gastric cavity without resistance; using the guide wire to make traction, the tube was pulled back into the stomach through the original track, without complications. Peristomal swab analysis was performed. Fluoroscopy image with contrast injection through the tube after the procedure showed contrast in the stomach.
The patient was admitted to the gastroenterology department and started on parenteral nutrition and antibiotic therapy with piperacillin-tazobactam on admission, with progressive clinical improvement, reduction of peristomal leakage and local inflammatory signs, and reduction of the cavity within the abdominal wall. The PEG tube remained freely mobile into the stoma, and the peristomal swab analysis revealed Proteus mirabilis and Serratia marcescens sensible to piperacillin-tazobactam. Seven days after admission, given the clinical improvement and decrease in labora- 153 tory inflammatory parameters (C-reactive protein and white blood cells count), PEG tube feeding was restarted without local pain or signs of PEG tube malfunctioning. The patient completed 15 days of antibiotic therapy and was discharged 18 days after admission. At discharge, the stoma showed no signs of infection or peristomal leakage, without any difficulties in PEG tube feeding (Fig. 2) .
Discussion
PEG is a well-established method of nutrition delivery, with a high technical success rate [1, 2] . PEG was introduced in 1980 by Gauderer et al. [4] as an alternative to open surgery. Although considered a safe and effective procedure, PEG complication rates vary from 0.4 to 22.5% of cases, being classified as major or minor, early or late [2] . Minor complications are three times more frequent, with peristomal infection being the most common [1, 5] . Major complications like BBS, bleeding, perforation, aspiration, and tumor seeding are rare [3] .
BBS represents a severe complication, occurring in 0.3-2.4% of patients as a consequence of excessive tension of the tissue between the external and internal bumpers, leading to ischemic necrosis of the gastric wall and subsequent migration of the tube toward the abdominal wall [1, 3, 5] . Patients with malignancy, poor initial nutritional status (body mass index <20) and under systemic corticosteroids therapy or chemoradiation have a higher risk of BBS [1] . BBS can be complicated by gastrointestinal bleeding, perforation, peritonitis, intra-abdominal and abdominal wall abscesses or phlegmon, and these complications can lead to fatal outcomes [1, 3] . Inability to insert food or liquids, loss of patency and peristomal leakage are considered to be a typical symptomatic triad [1] .
Although it is usually described as a late complication, presenting months to years after placement, it can also occur in an acute setting (less than 30 days after placement) [1, 6] . Migration to the skin level has been described in case reports as early as 6-9 days after insertion [7, 8] . In our patient, it occurred 1 week after the procedure; even though initially not recognized as a BBS, attending to the rapid evolution with stoma infection and a newly formed cavity within the abdominal wall with feeding content 1 week later, it is highly probable that migration of the internal bumper, even if partial, occurred 1 week after PEG placement. Early diagnosis is therefore very important and prompt management is required to avoid further complications [6] . Removal of the PEG tube is the most widely described treatment for BBS, either by endoscopy or surgery [1, 3] . A conservative approach, the "cut and leave" strategy, has been described for patients with high surgical risk and worse prognosis [1] . In the acute setting of BBS, conservative and endoscopic approach cases are usually not suitable because of the immature stoma tract, but the choice of treatment depends on the patient and the depth of disc migration [1] . In our case, the patient was successfully managed with PEG tube repositioning through guide wire and traction and antibiotic therapy without complications, allowing the maintenance of PEG feeding and an adequate nutritional support.
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